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Figs. 1A and B. Anteroposterior and lateral films of the right elbow show a large, irregular, calcified, bony mass in the supratrochlear 
fossa and a much smaller dense fragment lying just above the radial head in the frontal plane film (arrow). The margin of the capitulum 
is somewhat irregular and sclerotic, with a coarsened trabecular pattern 
History 
This 35-year-old  man  presen ted  with  a h is tory  o f  in- 
t e rmi t t en t  pa in  and  swell ing o f  the  r ight  elbow. He 
da t ed  the onset  o f  s y m p t o m s  to an injury exper ienced  
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at the age o f  11 years,  at  which  t ime swell ing and  
l imi ta t ion  o f  m o t i o n  pers is ted for several  weeks af ter  
the injury.  Pain  had  con t inued  in te rmi t ten t ly  t h rough  
the years,  but  his s y m p t o m s  increased in severity jus t  
before  admiss ion ,  p r e s u m a b l y  in assoc ia t ion  with the 
pa t i en t ' s  occupa t ion ,  which requ i red  h im to lift heavy 
weights.  
Physical  examina t i on  o f  the e lbow showed a nor-  
mal  range  o f  mot ion ,  with no  tenderness  or  crepitus.  
Surgical  exp lo ra t ion  of  the e lbow was pe r fo rmed .  
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Histological Sections 
A freely mobile osteocarflaginious loose body lying in the supratrochlear fossa was removed (see below). 
Fig. 2A. A photomicrograph of a histological 
section (H and E stain X7) of this loose body 
shows a central mass of necrotic cartilage and 
a lesser amount of necrotic bone, surrounded by 
newly formed bone (dark areas) and proliferating 
nodules of cartilage (light areas) 
Fig. 2B. In this photomicrograph of another 
histological section from the same loose body (H 
and E stain X 126) a synovial-appearing 
membrane is observed on the surface, beneath 
which are proliferating cartilage, necrotic bone 
(dark) and necrotic cartilage (light) 
Fig. 2C. In the photomicrograph (H and E stain 
X 126) proliferating cartilage with focal osseous 
metaplasia is observed beneath a synovial 
appearing membrane 
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Diagnosis: Post-TraumaticNecrosis (" Osteochondritis Dissecans") Supratrochlear Fossa Distal End of Humerus 
The differential diagnosis includes an accessory ossicle in the area of the supratrochlear fossa ("sesamum 
cubiti"), an accessory ossicle within the triceps tendon posterior to the elbow joint ("patella cubiti"),  and 
a large calcified nidus in an osteoid osteoma or osteoblastoma. 
Discussion 
Surgical exploration of the right elbow via a posterior 
approach showed a freely mobile osteocartilaginous 
body measuring approximately 10 • 15 • 15 cm in the 
supratrochlear fossa. No other loose bodies were 
observed. The loose body was roughly pyramidal in 
shape and consisted of  a central mass of necrotic 
articular cartilage and cancellous bone in which only 
the structural outlines were discernible. An irregular 
nodular zone of proliferating cartilage and newly 
formed bone surrounded most of the necrotic nidus 
of the loose body which was removed. The cartilage 
and bone were capped by a patchy layer of young 
fibroblasts with a surface covering of slightly plumper 
cells resembling synovial endothelium. No evidence 
of inflammation or neoplasm was identified. 
The case raises the question of the origin of the 
necrotic osteocartilaginous fragment. Similar cases 
have been termed in the past ~ osteochondritis disse- 
cans of the supratrochlear septum". This structure 
constitutes the floor of the supratrochlear fossa, con- 
sisting of a thin sheet of bone which separates the 
coronoid and olecranon fossae. A foramen, often bi- 
lateral and symmetrical, may be observed within the 
septum. The suggestion has been offered that trauma 
may produce ischemic necrosis of the septum, gener- 
ating one or more osteocartilaginous fragments which 
may lie within the supratrochlear fossa. Published 
roentgenograms of such cases resemble those in the 
present case. No tenable explanation has been offered 
as to why ischemic bone, removed from articular 
cartilage, should acquire a cartilaginous component. 
The issue is further complicated by reference to an 
inconstant accessory bone in the supratrochlear fossa 
("supratrochlear foraminal bone") ,  which presum- 
ably may undergo traumatic necrosis. It is postulated 
in this present case and possibly in others that a 
loose fragment identified radiologically and surgically 
arose from the articular surface and migrated to the 
supratrochlear fossa, being analogous to cases previ- 
ously designated as "osteochondrit is  dissecans of the 
supratrochlear septum" 
The discrepancy between the size of the fragment 
in this case and the defect in the capitulum is easily 
explained. Hyperplasia of the cartilage may occur be- 
cause the latter receives its nourishment from synovial 
fluid. Furthermore,  in some cases, osteogenesis may 
contribute to the size of the fragment, particularly 
if the latter derives a blood supply by attaching to 
a synovial membrane. In addition, the original defect 
in the subchondral bone may diminish as a result 
of reparative bone formation. The foramen in the 
supratrochlear septum should not be misconstrued 
as a site of the loose fragment, inasmuch as such 
foramina occur in clinically normal elbows in which 
no loose bodies appear. 
In the present case the radiological appearance 
of the capitulum and the operative and histological 
findings tend to support the interpretation that the 
loose bodY in the supratrochlear fossa was avulsed 
from the area of the capitulum. It is of interest that 
this patient developed similar symptoms in the other 
(left) elbow two years later. A loose body approxi- 
mately 3 mms in diameter, unrelated to the supra- 
trochlear fossa, was identified radiologically in the 
left elbow and its presence confirmed surgically and 
pathologically. An irregular defect in the capitulum, 
presumed to be the site of origin of the loose body, 
was noted. Here, too, the radiological diagnosis of 
post-traumatic necrosis (" osteochondritis dissecans") 
of the left elbow was established both surgically and 
pathologically. 
In considering the differential diagnosis, the major 
source of confusion lies in the exclusion of a congeni- 
tal anomaly. As alluded to in the foregoing, Pfitzner 
(prior to discovery of the roentgen ray) described 
an inconstant ossicle lying posterior to and near the 
supratrochlear fossa of the elbow which he termed 
"sesasum cubiti".  No anatomical configuration since 
then of such an accessory bone has been described. 
Published cases, however, of "osteochondrit is  disse- 
cans"  have included roentgenograms in which the 
osteocartilaginous fragment simulates such an ossicle. 
In addition, the entity of post-traumatic necrosis (" os- 
teochondritis dissecans") of the elbow joint must be 
distinguished from "patella cubiti",  a rare condition 
consisting of an ossicle within the triceps tendon 
posterior to the joint. It has not been determined 
whether the presence of such a fragment is of trau- 
matic or of developmental origin. 
And finally, cases have been observed of a large 
calcified nidus of an osteoid osteoma (or osteoblas- 
toma) lying within the supratrochlear fossa. Such a 
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l e s i o n  u s u a l l y  is eas i ly  d i s t i n g u i s h e d  r a d i o l o g i c a l l y  
f r o m  a n  o s t e o c a r t i l a g i n o u s  l o o s e  b o d y  b e c a u s e  i ts  in-  
d i s t i nc t ,  " s m u d g e - l i k e "  a p p e a r a n c e  c o n t r a s t s  w i t h  t h e  
s h a r p l y  d e f i n e d  m a r g i n s  o f  a n  o s t e o c a r t i l a g i n o u s  f r ag -  
m e n t  as  n o t e d  in  t h i s  case .  
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